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Perspectives – August 2010Medicine in general, & surgery in particular, is a very satisfying
profession which all who practice love with a passion. Our work is
centered round our patients for whom we try to do our very best.
Therefore, it is not surprising that we all become exasperated at
times with the bureaucracy of hospitals & the impediments that
arise in our daily lives. We all become frustrated which can be to
the detriment of our patients & nowhere is this more apparent
than in the operating room trying to complete lists which is our rai-
son d’etre. To my old Professor when his operating list was sched-
uled to start at 08:30 in the morning, this meant “knife to skin”. But
I am certain I am not alone in ﬁnding one’s list commences ½–1 h
late for a variety of reasons, whilst the change over of patients & the
curtailment in ﬁnishing one’s list at the end of the day would make
a “time & motion study expert” resign on the spot. The patient
should be all important to the whole team. Yes, everyone needs
a life outside surgery, but what happened to dedication &, for those
learning their craft, interest. Where ever I have worked in the
public sector, possibly due to the lack of any ﬁnancial gain to speed
patients through the operating suite, I have come up against this
loss of valuable operating time. Many hours are wasted & “knife
time” has been shown to be as little as 30% of the working day in
some institutions. There was a time when I would “jump up &
down” usually to no avail; now, I still care passionately but try
not to close my coronary arteries.
Why you might ask this sudden tirade against inefﬁciency in the
operating room &what has it to do with this edition of our journal?
It is because over half of the articles are directly related to opera-
tions that led me to wondering how frustrated were the authors
in trying to accomplish their goals.
There are many important outcomes from clinical trials or
studies that we are proud to publish in this issue. Firstly, the fact
that emergency laparoscopic cholecystectomy, if performed by
specialist surgeons, has no more morbidity than elective cases.
The results of the commonest general surgical procedure,
a tension-free inguinal hernia repair, can be improved with atten-
tion to operative technique & the addition of peri-operative antibi-
otics will reduce the infection rate from 1.2% to 0.2%. However in
another paper Gomathi et al. show in a prospective trial of open
inguinal hernia mesh repairs with & without antibiotic cover there
was no signiﬁcant difference in infection rates & therefore do not
recommend their usage. In a brave study of incisional hernia repairs
using polypropylene mesh inserted either at open surgery or lapa-
roscopically, the authors show that there were post-operative
complications in 25% of the open group compared to only 5% in1743-9191/$ – see front matter  2011 Surgical Associates Ltd. Published by Elsevier Ltd
doi:10.1016/j.ijsu.2011.07.429the laparoscopic group who also had a much shorter hospital
stay. I say brave as most surgeons have worried about the use of
these meshes in an onlay intra-peritoneal position because of the
possibility of adhesion to the intestines.
There is a short technical paper on the use of the circular stapler
in fashioning a cholecyst-jejunostomy in 6 patients. I cannot
believe the cost justiﬁes the use of expensive stapling devices in
these cases. Equally one could argue that the use of a nerve stimu-
lator in routine surgery if performed by specialists is justiﬁed,
although the authors point out The recurrent laryngeal nerve is
identiﬁed faster possibly saving operating time.
The taking of peritoneal ﬂuid for culture in appendicitis has
been questioned & there is obviously need of prospective studies
on this subject. Whilst discussing appendicectomy, we publish
a retrospective review on the incidence of Enterobius Vemicularis
& the need to take precautions at laparoscopic surgery. Still in the
operating room, the paper on the role of surgery in the manage-
ment of necrotizing enterocolitis is an important prospective study
with a high mortality >30% in Bell’s group B & C cases.
Preoperatively there is a paper detailing the importance of
blood glucose management in general surgery & another paper
on the use of preoperative jejunostomy feeding in patients for
oesophagectomy.
There are articles concerning post-operative results too. The one
on incisional hernia occurrence following laparoscopic colorectal
surgery is somewhat surprising as is the incidence of rhabdomyol-
ysis following open Roux-en-Y bypass surgery for morbid obesity.
The incidence of popliteal artery injury following total knee
replacement is small but worrying with 2 of the 9 patients (out of
3913) proceeding to above knee amputations.
There are no surprises in the paper on hepatic metastases,
though the fact Arab females develop carcinoma of the breast
a decade earlier than their counterparts in western countries is
surprising & warrants further study to elucidate the reasons.
I draw your attention to the Update on oesophageal cancer with
its review onmanagement strategies & the call for earlier diagnosis.
Finally there is an interesting article on the WHO surgical safety
check list noting that brieﬁng & debrieﬁng is helpful but not enough
whilst the check list decreases morbidity. I hope this article will
stimulate discussion & some correspondence.
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